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Y 000 Initial Comments Y 000

This Statement of Deficiencies was generated as

a result of an annual State Licensure survey -

conducted in your facility on 11/19/08. This State ) 1

Licensure survey was conducted by the authority

of NRS 449,150, Powers of the Health Division.

The facility is licensed for six Residential Facility

for Group beds for elderly disabled persons,

Category Il. The census at the time of the survey

was three. Three resident files were reviewed and

three employee files were reviewed. One

discharged resident file was reviewed.

The findings and conclusions of any investigation

by the Health Division shall not be construed as

prohibiting any criminal or civil investigations,

actions or other claims for relief that may be

available to any party under applicable federal,

state, or local laws.

v/ /{oﬁ
Y 070 449.196(1){f) Qualifications of Caregiver-8 hours = Y 070 Y 070 {=
8S=F training . .
1) Employee #2 had gott ¥ »u”h[
ployee ad gotten 1

NAC 449.196 8 hours training related to yhid _}9

1. A caregiver of a residential to the needs of the resident.

facility must:

(f) Receive annually not less than 8 Employee #3 had gotten an

hours of training related to providing 8 hours training related to

for the needs of the residents of a the needs of the resident.

residential facility.

This Regulation is not met as evidenced by:. . 2 T:: ::?;:;s::‘::;r;::iﬁ:e:r

Based on record review on 11/19/08, the facility the caregivers every year.

failed to ensure 2 of 3 caregivers received eight ATTREN PPEPIT 2o 5

hours of annual training (Employee #2 and #3). 3) 01/05/09

Severity: 2 Scope: 3
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Y 103 Continued From page 1 Y103 Y 103
Y 103 449.200(1){d) Personnel File - NAC 441A Y103
8S=F 1) Employee #1, #2 & #3 had gotten
the Tuberculosis skin test .
NAC 449.200
1. Except as otherwise provided in subsection 2, m
a separate personnel file must be kept for each 2) The Administrator must always
member of the staff of a facility and must include: Check the record of all employees.
(d) The health certificates required pursuant to Must comply with NAC 441A.375
chapter 441A of NAC for the employee. Of the NAC.
ATTRCH sfERT R o
3) 01/05/09
This Regulation is not met as evidenced by:
Based on record review on 11/18/08, the facility
failed to ensure 3 of 3 caregivers complied with
NAC 441A.375 regarding tuberculosis
testing(Employee #1, #2, and #3).
Severity: 2 Scope; 3
Y 175 449.209(4)(b) Health and Sanitation-Hazards Y175 Y175
SS=F

NAC 449.209

4. To the extent practicable, the premises of the
facility must be kept free from:

(b) Hazards, including obstacles that impede the
free movement of residents within and outside
the facility.

This Regufation is not met as evidenced by:
Based on observation and staff interview on
11/19/08, the facility did not ensure that kitchen
floor tiles were secure and would not cause a
slipping/ tripping hazard for all residents
(Resident #1, #2 and #3).

Severity: 2 Scope: 3

1) The facility were able to repair the

2)

tiles in the kitchen and laundry floor.

The facility must ensure the safety and

free from hazards of the client while
in the premises. Enclosing the picture
attachment #1 showing the had been
Replaced.

3) 01/05/05
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Y 455 Continued From page 2 Y 455
Y 455 449.231(2)(e) First Aid Kit - CPR Mask Y 455 Y 455
8S=F
NAC 449.231 1) The facility had procurred the
2. A first-aid kit must be available at the facility. CPR mask or shield for the
The first-aid kit must include, without limitation: safety of the clients.
{(e) A shield or mask to be used by a person who
is administering cardiopulmonary resuscitation.
2) The Administrator must be
sure of the availability of the
This Regulation is not met as evidenced by: mask for the safety of the
Based on observation and interview on 11/19/08, residents. Attachment #2
the facility did not ensure a cardiopulmonary
resuscitation (CPR) mask or shield was available 3) 01/05/09
in the facility for the safety of all residents in the
facility (Resident #1, #2 and #3).
This was a repeat deficiency from the 10/11/07
State Licensure survey,
Severity: 2 Scope: 3
Y 859 449.274(5) Periodic Physical examination of a Y 859 Y 859
$8=D resident
1) #1 resident had a Physical
exam given by her Dr.
NAC 449.274
5. Before admission and each year after
admission, or more frequently if there is a 2) The Administrator will
significant change in the physical condition of a always check the resident file and
resident, the facility shall cbtain the results of a be sure that every residents prior
general physical examination of the resident by acceptance to the facility must
his physician. The resident must be cared for have a physical exam.Attachment #3
pursuant to any instructions provided by the
resident's physician. 3) 01/05/09
f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Y 859 Continued From page 3 Y 859
This Regulation is not met as evidenced by:
Based on record review on 11/19/08, the facility
failed to ensure 1 of 3 residents received a
physical prior to admission (Resident #1).
Severity. 2 Scope: 1
Y 898 449.2744(1)(b){4) Medication / MAR Y 898 Y 898
88=C

NAC 449.2744
1. The administrator of a residential facility that
provides assistance to residents in the
administration of medication shall maintain:
{b) A record of the medication administered to
each resident. The record must include:

(4} Instructions for administering the
medication to the resident that reflect the current
order or prescription of the resident’s physician.

This Regulation is not met as evidenced by:
Based on record review on 11/19/08, the facility
failed to ensure the medication administration
record (MAR) was accurate for 2 of 3 residents
(Resident #1 and #2).

Severity: 1 Scope: 3

1) Resident #1 and #2 has an
Accurate MAR.

2) the Administrator will always
check the MAR of each
resident every month to assure
accurate list of medicine.

Attachment #4

f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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